Abstract
Introduction
Uterine rupture is an obstetric emergency, with a high risk of maternal and fetal mortality and morbidity. 1 It is rare, with an incidence that ranges from 1 in 8,000 to 1 in 15,000 pregnancies. 2 It commonly occurs in the second or third trimester, especially in women with a scarred uterus. 1, 3 Misoprostol, a synthetic prostaglandin E1 analogue, is very effective in terminating early pregnancy failures, as it induces uterine contractions and ripens the cervix. 4 Different doses and routes of administration (oral, sublingual, vaginal, or rectal) have been used. 4 However, the appropriate dose and route of administration is not well-determined. 5 Here, we present a case of a first
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Case Presentation
In March 2016, a 35-year-old woman, gravida 5, para 3+1, presented to the emergency unit of Assiut Women's Health Hospital, Egypt at 13 weeks of gestation (based on her last menstrual period) with an acute onset of severe lower abdominal pain experienced after receiving two doses of misoprostol (200 µg sublingually), 12 hours apart, at home for termination of missed miscarriage. She has three living children delivered by elective cesarean sections performed through transverse lower uterine segment incision, the last one three years ago. Also, she had a history of previous hysterotomy, done for missed miscarriage at 20 weeks of gestation. 
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On general examination, the patient was conscious, pale, her pulse was noted to be 110 beats/min, blood pressure 100/60 mmHg, and temperature 37°C. An abdominal examination revealed generalized tenderness and rebounding in the lower abdomen. Pelvic examination showed a closed noneffaced cervix and tender enlarged uterus. Neither adnexa was palpable. There was no vaginal discharge or bleeding. A transabdominal ultrasound scan revealed a bulky empty uterus with mild free intraperitoneal fluid collection, and a single fetus in front of the anterior uterine wall at the site of scarring, with absent cardiac activity, that measured 12.5 weeks by crown-rump length ( Figure 1 ). The placenta was seen nonseparated attached to the anterior uterine wall. Hematological examination showed hemoglobin level 9.2 g/dl, platelet count 270,800/mmᵌ, WBCs 19,000/mmᵌ and prothrombin concentration 100%.
The patient was counseled concerning the possibility of a ruptured uterus, and informed consent for abdominal exploration with the possible need for hysterectomy was obtained. In view of the high index of suspicion for a ruptured uterus, an urgent exploratory laparotomy though a Pfannenstiel's incision was performed under general anesthesia. On opening the abdomen, free blood collection was noted with a defect in the lower uterine segment about 3 cm in length, and the gestational sac with the dead fetus outside the uterus (Figure 2 ). The fetus was removed from the abdomen and the defect was repaired in two layers by non-absorbable sutures. The abdomen was closed in layers after normal saline lavage. 
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The patient received one liter of whole cross-matched blood during the operation. The operative time was 65 minutes, and the patient's estimated intraoperative blood loss was 400 cc. A urethral Foley's catheter was fixed and 2 gm intravenous 3rd generation cephalosporin was given. The patient had a smooth recovery from anesthesia, then she was transferred to the postoperative care room. She passed flatus seven hours after surgery, and defecated the next morning. Postoperative HB level was 10.8 gm/dl. The postoperative course was uneventful and the patient was discharged on the 3rd day without complaint.
Discussion
Uterine rupture can occur following a lower segment cesarean section or upper uterine segment surgeries, including; hysterotomy, classical cesarean section, and myomectomy, which carry an increased risk of uterine rupture early during pregnancy. 6 Rupture of an unscarred uterus is quite rare; however, it can occur especially in multiparous women, abnormal placentation, instrumental delivery and labor induction by misoprostol in the third trimester. 7 Early pregnancy failure is common, occurring in 15-20% of known pregnancies. 5 It is a perplexing complication especially in women with previous uterine surgery. Termination of early pregnancy failure can be achieved through expectant management, surgical evacuation, or medical management. 4 There is no definite protocol with evidence-based efficacy, safety and acceptability for termination of early pregnancy failure in women with a scarred uterus. This represents a great challenge to obstetricians to make a proper decision relevant to each case.
Medical management by prostaglandins is highly effective and avoids complications related to surgical evacuation. Based on the pharmacokinetics of different routes of administration, the rate of absorption and peak concentration are greatest in the sublingual route. 8 This may share a greater part in increasing the risk of uterine rupture than the other routes. In our case, a previous uterine surgery and the use of misoprostol may be implicated in the uterine rupture. The point of distinction in our case is that the uterine rupture occurred after a low dose of misoprostol in the first trimester. This is contrary to the largest case series which showed that the use of misoprostol in women with prior uterine surgery is acceptable and has a similar success rate and complication rate as women without uterine surgery. 9 To our knowledge, there are only two reported cases in the published literature about a uterine rupture in the first-trimester following misoprostol use, though only one of them occurred in the site of a previous cesarean section. 10, 11 There is also one reported case of a uterine rupture in the first trimester in the site of previous lower segment cesarean section, but without the use of oxytocics. 12 The rate of uterine rupture following previous CS with vaginal misoprostol (25-50 µg) is 6.2% according to data from Ophir et al 13 and Al-Zirqi et al. 14 A recent 2014 Cochrane review showed no uterine rupture among 158 women with a scarred uterus after the administration of oral
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Known risk factors for a uterine rupture including the type of uterine scar, dose and route of administration of oxytocics would need to be taken into account when selecting patients for medical termination of early pregnancy failure. This highlights the need for further research in the context of misoprostol dosage and the route of administration in women with a scarred uterus having first trimester induction of miscarriage.
Conclusion
This case highlights the fact that uterine rupture can occur in early pregnancy when associated with a scarred uterus. Misoprostol should be used cautiously for termination of a first trimester miscarriage even in low doses for women with a scarred uterus. The obstetrician should be aware of this potentially life-threatening condition.
